This article examines three issues in the field of psychiatric rehabilitation: (1) To what extent do psychiatric patients who seek rehabilitation services following hospitalization actually participate in such services? (2) Can "reaching-out" techniques facilitate client participation in rehabilitation services? (3) What relationship, if any, exists between client participation and longterm patterns of rehospitalization?
The findings of two controlled research studies conducted at Fountain House relate to the three questions raised above and are the data base for this report. The first study, initiated in 1959, provides 9 years of followup data on 333 research subjects. For the second study, initiated in 1964, 5 years of followup on 74 subjects are available.
One important reason for conducting the present long-term investigation was the lack of such research in the literature on rehospitalization and the chronic patient. Studies such as Sinnett, Stimpert, and Straight (1965) , Brown et al. (1966) , Stimpert, Sinnett, and Wilkins (1966) , Deane and Brooks (1967) , Beck (1969) , and Davis, Dinitz, and Pasamanick (1972) have shown that information could be gathered on patients following hospital release for from 5 to 35 years. As reported by Anthony et al. (1972) , however, there were few controlled studies on the chronic patient in the community over such lengths of followup.
There is a suggestion that longer term studies might uncover some relationships not present in shorter lengths of followup. Both Dincin and Swift (1969) and Tanaka and Wolkon (1967) reported significant differences in relapse rates for agency vs. nonagency groups at 24 to 30
•Reprint requests should be addressed to the senior author at Fountain House, 425 W. 47 St., New York, NY 10036. months, differences not present at earlier points. Schmidt, Nessel, and Malamud (1969) , in reporting two Fountain House studies, also suggested differences between long-and short-term outcomes. More recently, Test and Stein (1977) observed that most differences in measures of psychiatric hospitalization and community adjustment that had existed between experimental subjects involved in a very intensive community program and control subjects during the 14-month treatment program were no longer present by the end of a subsequent 14-month posttreatment follow-along period. The present study was conducted in order to gain some further understanding of rehospitalization patterns over a longer period of time, and to determine how these patterns would compare to those of shorter term studies.
Several studies suggest the importance of immediate dropout of patients from service as an issue to be considered when evaluating outcome. Specific reference is here made to the work of Goldman and Swift (1963) , Wolkon and Tanaka (1966) , Grob (1968) , Loeb and Scoles (1968) , and Wolkon (1968) -all of whom report substantial rates of early dropout of the chronic patient from rehabilitation services. One of the major links missing heretofore, an examination of the relationship between dropout, attendance, and long-term rehospitalization rates, is a primary focus of the present report.
Methodology

Study I
The population of study I consisted of 252 experimental and 81 control subjects, all of whom had been out of the hospital 4 months or less at the time of intake and research assignment.
The experimental population of 252 subjects was divided by design into three subgroups-E,, E 2 , and E 3 -to measure the effects of reaching-out services. Random assignment to the experimental subgroups and the control group was made at intake, through a method of rotation at application.
All of the rehabilitation services of the agency such as the prevocational day program, evening and weekend social activities, apartment living, and transitional employment opportunities in commerce and industry were available to all subjects in the three experimental subgroups.
The experimental difference for the three subgroups was the differential application of reaching-out techniques to facilitate a clients use of rehabilitation services. Thus, the 81 subjects in subgroup E 3 could participate in all of the agency's services, but no reachingout efforts were made when a subject did not attend after intake. For the 83 subjects in subgroup E 2 , staff were instructed to extend reaching-out procedures to nonattenders, but only during the first month following intake. After the first month, experimental conditions for groups E z and E 3 were then equivalent. For the 88 subjects in the subgroup E,, reachingout services were provided, as needed, for a full 2-year period following intake. The essential difference among the experimental subgroups was the extent of reaching-out services to nonattenders, ranging from no reaching out (E 3 ), to reaching out only during the first month following intake (E 2 ), and reaching out for a full 2 years following intake (E,).
Toward the end of the first year of intake, reaching-out services were dropped for E 2 subjects because of the negative reactions of staff in having to terminate reaching-out services abruptly once the end of the first month following intake had occurred. Staff felt that this requirement resulted in an inappropriate rejection of subjects, known as "members" of Fountain House. Therefore, for about half of the subjects in subgroup E 2 , namely those who entered during the second year of the study, experimental conditions were the same as for subgroup E 3 .
Study II
The objectives of study II, initiated in 1964, were twofold: (1) To expand our program of "transitional employment," whereby private enterprise could participate in the vocational rehabilitation of disabled psychiatric patients, following hospitalization; (2) To evaluate the effects of community-based rehabilitation services on rehospitalization patterns, the focus also of the present report.
Subjects in study II were randomly assigned to one of three research groups. The first consisting of 70 subjects had the opportunity to participate in all of the programs of Fountain House and, by design, were to receive over a period of 18 months reaching-out services, as did E, subjects in study I.
A second group of 65 subjects was immediately referred, following intake, to a placement service located elsewhere in the community, expressly established for these research subjects. As study I did not have an equivalent research group, this report does not include findings for these 65 subjects.
The third group of 67 subjects, the control group, was referred to other community facilities following research assignment, as were the 81 control subjects (C,) in study I. The nature of the referral was determined on a case-by-case basis. The extent to which control subjects followed through on such referrals and the degree to which other rehabilitation services were, in fact, used were not uniformly available in the long-term followup. During the time of the studies, however, few other rehabilitation services were available.
Because study II subjects could be out of the hospital for as long as 2 years before application, compared to 4 months in study I, each of the three research groups in study II was divided into those out of hospital at intake 4 months or less, and those out of hospital from 4 months to 2 years. This procedure enabled us to have, for comparison purposes with study I, only those subjects in study II who sought rehabilitation services within 4 months of leaving the hospital (subgroups E 4 and C 2 ).
Reaching-Out Services
Reaching-out services consisted of phone calls, letters, and home and hospital visits made by both staff and members. Through such contacts, subjects who had dropped out were provided with further information concerning the services offered at Fountain House. It was hypothesized that such information would lead to participation in the program.
Members were involved in reaching-out activities on the grounds that subjects who had dropped out might be more willing to listen and speak to their fellow patients about resuming participation in the rehabilitation program. As all Fountain House programs involve a component of mutual help among members, as well as members and staff, the members' participation in the reaching-out process was a natural outgrowth of their ongoing daily activities at the clubhouse.
Reaching-out services were initiated to those individuals in groups E, of study I and E 4 of study II, who joined but did not appear within a day or so following intake, and where no reason for absence was known. Further, reaching out was provided to those subjects who had been attenders but who had not appeared for a week or so, again with no known reason. Lastly, reaching-out teams visited others who had just been hospitalized, as well as those just leaving the hospital after a rehospitalization in order to remind subjects that they were very much welcome to come back to Fountain House.
The reaching-out process could involve several contacts spread out over a month or two, or even longer if necessary, to re-involve a member in the program. Even after such attendance was established, reaching-out services were also used to maintain attendance.
Contacts were limited to the first 24 months following intake in study I and the first 18 months in study II. In those rare instances when an individual requested that no further contacts be made, his wishes, of course, were respected.
Summary of Research Design
In brief, there was in study I a population of 252 experimental subjects divided into three subgroups (E,, E 2 , and E 3 ) and 81 control subjects (Cj)-all of whom were admitted to the study within 4 months of leaving the hospital. In study II there were a total of 40 experimental (E 4 ) and 34 control subjects (C 2 ) entering study within 4 months of hospital discharge.
Background Characteristics of Subjects and Comparability of Research Groups
With respect to background characteristics, 60 percent of all subjects in both study populations were male. The age range was from 16 to 67 years with three out of five between the ages of 24 and 43. As to marital status, 70 percent were single, with 8 percent presently married. Just under 60 percent were high school graduates, with almost one out of three having had some college. Nearly 10 percent were college graduates.
In study I, 92 percent were unemployed at intake and in study II, by research design, all were unemployed. With respect to race, 85 percent of subjects in study I and 81 percent in study II were white. In both studies, just under 90 percent had a hospital discharge diagnosis of schizophrenia. Four out of five came from State hospitals, with approximately 90 percent receiving some form of outpatient psychiatric care at intake. Four out of five were taking medication.
Study subjects were hospitalized for as little as 2 months to as long as 25 years. One third spent a year or less in mental institutions, another third from 1 to 3 years, and the remaining third from 3 to 25 years. Around one third had but 1 hospitalization, with 45 percent having been hospitalized 2 or 3 times, the balance from 4 to 11 times. Background characteristics of the study groups were representative of the New York State Hospital adult discharge population.
As to comparability among the various research groups, significance tests were made on some 20 background characteristics including the ones above. No significant differences were discovered among the groups in either study population, nor were any differences found when the groups in study I were compared to those in study II.
Rehospitalization
When rehospitalization data are interpreted, several important factors that have differing effects on experimental and control groups must be considered. For example, at Fountain House we know that when members become rehospitalized, staff often facilitate hospitalization by encouraging the member to seek voluntary admission. Staff also work closely with the hospital to provide the member with prompt clinical and medical services. Rehospitalization rates, therefore, reflect in part the involvement of the patient with rehabilitation services and staff.
Conversely, there are patients in the community whose level of clinical adjustment might require rehospitalization, yet readmission may not occur, because of the patient's social isolation and separation from a therapeutic setting.
Further, there are patients who are actively involved in community programs where, for better or worse, the facility serves as a substitute for psychiatric hospitalization. This is an issue of concern in rehabilitation centers striving to meet the best interests of the patient.
For experimental subjects in both studies who became active members at Fountain House, therefore, staff in many instances may have facilitated rehospitalizations that might not have occurred had the individuals been in the control group and socially isolated. In this sense, rehospitalization rates for experimental subjects were increased. Undoubtedly, active membership for some experimental subjects served as an alternative or substitute for hospitalization and, to the extent that this occurred, the incidence of rehospitalization was reduced. And it must be recognized, we believe, that in some of these instances, the "prevention" of a rehospitalization may not always have been in the best interest of the patient or indicative of a higher level of community adjustment.
In the control population, where the clinical condition of the patient required hospitalization, yet readmission to a mental hospital did not occur, perhaps because of the isolation of the patient in the community, the effect would be a lower rehospitalization rate for control subjects. With such considerations in mind, we now examine: (1) the incidence of rehospitalization; (2) the relationship, if any, between a subject's exposure to rehabilitation services and the incidence of rehospitalization; and (3) an analysis of time spent in hospital and in the community over a 9-year period for study I subjects and a 5-year period for study II subjects.
For the 333 study I subjects, we were able to determine rehospitalization rates over a 9-year period for 318 individuals, or 96 percent of the population. For the 74 subjects in study II, we secured 5-year followup data on 72 individuals, or 97 percent of the population. Information was largely obtained through personal interviews and confirming data from Department of Mental Hygiene computer printouts.
As to the total length of time subjects spent in the community and in the hospital, we were able to complete information on 87 percent of study I subjects over 9 years and 95 percent of study II subjects over 5 years.
In addition, for all experimental subjects, records were maintained at Fountain House concerning the number of visits each subject made to the day program, as well as to the evening and weekend programs of the agency.
The Two Control Groups
Study I enabled us to examine for the first time the extent to which patients typically referred to Fountain House were subject to rehospitalization. It had been assumed that a primary function of the facility was to serve those clients who would have the greatest difficulty in achieving a community adjustment and who would consequently have a high tendency for rehospitalization.
As can be noted in table 1, over one third of the control subjects in study I were rehospitalized within 6 months following research assignment. Just under one half, or 48 percent, were rehospitalized by the end of the first year. At 2 years, 60 percent had returned to the hospital, at 5 years 70 percent, and by the end of the 9-year followup period, nearly three out of four study I controls (74 percent) had undergone at least one rehospitalization. In 1972, a review article by Anthony et al. indicated that the base rate for rehospitalization for discharged psychiatric patients is 30-40 percent within 6 months, 40-50 percent by 1 year, and 65-76 percent by 3 to 5 years. The results for study I control subjects are in accord with these findings.
In study II, initiated 5 years later, it was found that the 5-year rehospitalization rates for study II controls were higher, but not significantly so, than for control subjects in study I.
At all points during the 5-year period, control subjects in study II had a higher rehospitalization rate, especially at 6 months, when 50 percent had returned to the hospital. This higher tendency for rehospitalization may reflect the effort of recent years to release as many patients as possible from State mental institutions, even though a number of such patients might encounter extreme difficulty in achieving a community adjustment and have a high risk for rehospitalization.
I Rehospitalization of Study I Experimental Subjects
As to the rehospitalization rates for the 252 experimental subjects in study I, the incidence of rehospitalization was significantly lower than that of controls at 6, 12 and 24 months, and remained consistently lower from the second through the ninth year, although the differences were not statistically significant after the second year (see table 2 ).
The data illustrate the importance of conducting long-term followup in order to avoid misinterpretation of data secured through shortterm studies.
While it is clear that the differences in rehospitalization rates between experimental and control subjects in study I were significant at 6, 12, and 24 months, we see through the perspective of long-term followup that rehospitalizations were not "prevented" but rather "delayed." The mere availability of rehabilitation services to the experimental group over a 9-year period was not sufficient to provide a significant and longterm reduction in rehospitalization rates, as compared to a control group that did not have such services available.
Of special interest are the rehospitalization rates for each of the three subgroups that made up the total experimental population of 252 subjects in study I. It was hypothesized that subgroup Ej, which received reaching-out services over a 2-year period for the purpose of increasing a subject's exposure to the rehabilitation process, would have a significantly lower rehospitalization rate than the control group, and would also have a lower rate than subgroups E 2 and E,. 'P < .01 (contrast to control group). J P < .02. J P < .05.
As will be noted in table 3, subjects in subgroup E, had the lowest rehospitalization rates over a 9-year period, significantly lower than those of the control group through the first 5 years of the followup period. While E 2 and E 3 subjects had consistently lower rehospitalization rates than that of controls, the differences were not significant, except for the E 3 group at the 6-month followup point.
1
'Within subgroup E 2 no significant differences were found in the rehospitalization rates for those entering during the first half of the study, who received 1 month of reaching out, as compared to the rate for those entering later who received no such reaching-out services.
Continued on next page.
If a major objective of rehabilitation services is to reduce the incidence of rehospitalization, a marked reduction was achieved for subjects in subgroup E,. These subjects, in addition to having the services of Fountain House available to them, as did subgroups E 2 and E 3> also had reaching-out services over a period of 2 years. The lower rehospitalization rates of E t were not only significant during the first 5 years following intake, but the reduction during this period was also substantial (see table 4). It is clear, however, that the long-term effect was one of delay, rather than long-term prevention. Further, the substantially lower 5-year rehospitalization rates for subgroup E x were primarily responsible for the significantly lower rehospitalization rates of the total experimental group over the first 2-year period.
Rehospitalization of Study II Subjects
In study II, with a control and experimental group similar to C, and E 1( we are able to determine whether an equivalent reduction occurred in rehospitalization rates. The critical issue of Continued from preceding page.
Chi-square tests for significance were also conducted on the contrasts between E, and the combination of ¥# and Eg at 6-month intervals. Similarly, tests were conducted on the differences between rehospitalization rates of E t compared to those of E3 plus just those of E2 subjects who received no initial reaching out. All such tests detected no significant differences. exposure of experimental subjects to rehabilitation services in both studies, of course, has also to be examined.
As in study I, the rehospitalization rates of the experimental group in study II were substantially lower when compared to those of control subjects. The differences were significant through the first 24 months of the study, again emphasizing the delay factor with respect to rehospitalization.
When we compare the rehospitalization rates for experimental and control subjects in study II to their equivalent groups in study I, we see that the readmission rates for experimentals in study II were slightly higher over the 5-year period than for experimental subjects in study I. Also, the rehospitalization rates of control subjects in study II were more than those of controls in study I, and substantially so.
When the results of study I and study II are combined over a 5-year followup period, the difference in combined rehospitalization rates is significant at the .007 level or better throughout the 5-year period 2 (see table 5 ). We thus have a greater level of confidence than with the results of either study alone.
With respect to the reduction in rehospitalization rates in each of the two studies, we see in table 6 that the reductions are both substantial and almost identical. In brief, the findings in study I were replicated 5 years later in study II.
Exposure to Rehabilitation Services
To determine whether rehabilitation services were related to lower rehospitalization rates in the experimental groups in each of the two studies, it must be demonstrated that not only did experimental subjects receive exposure to the rehabilitation services, but also that such exposure occurred before the incidence of rehospitalization.
Daily attendance records were maintained in both studies for all experimental subjects. In a 1-month period, subjects could theoretically register a total of 40 attendances. It is recognized that a subject hospitalized a few days Cochran's criterion, according to Maxwell (1961) . after admission to the study had the opportunity, at best, to make only one or two visits to the clubhouse. It was found, however, that 95 percent of all rehospitalized subjects remained in the community at least through the first month following intake, and thus almost all had the initial opportunity of attending the agency as many as 40 times. Table 7 presents the total number of visits made by all experimental subjects in study I. No visits that occurred following rehospitalization are included.
Subgroup E,, which received reaching-out services over a 2-year period, registered almost twice as many visits as E 2 and E 3 subjects, the difference in visits being statistically signif- icant at all five points in time. The 1-month reaching out to E 2 subjects provided during the first half of the study had no detectable effect with respect to attendance.
In study II, reaching-out services for an 18-month period following intake were extended to all experimental subjects. The 40 experimental subjects of study II attended over 4,000 times during the 5-year followup period. Thus, by the end of the 5 years, study II subjects averaged 104 visits compared to an average of 90 visits for subjects in subgroup E : in study I (see table  8 ). From a rehabilitation standpoint, we believe that if a client fails to return after the initial intake interview, the client has clearly not participated in the services of the agency. We believe also that a rehabilitation influence cannot be effected with as little as 5 or even 10 visits, especially in view of the severe social and vocational disability of clients receiving services.
At the other extreme, if a member records 100 visits, for example, on the basis of four or five times a week, a level that could be achieved within 20 weeks, the client would have had a reasonable exposure to rehabilitation services and, to the extent that such services are helpful, would register a beneficial effect.
When we examined the amount of exposure each subject received, we found that 32 percent of subgroup E, failed to make more than 10 visits, in contrast to 58 percent of subgroup E 2 and 64 percent of subgroup E 3 . Conversely, 27 percent of E. subjects attended at least 100 times, com- pared to only 12 percent of subjects in E 2 and 14 percent in E 3 (see table 9). It was found that attendance was closely related to the incidence of rehospitalization. Of all study I experimental subjects, 51 percent made 10 or fewer visits. These low or non-attenders Had a rehospitalization rate of 77 percent, similar to the 74 percent rate for the control subjects in study I who did not have the services of Fountain House available. For the 18 percent of the total experimental group who attended 100 times or more, only 37 percent returned to the hospital and therefore appear to be responsible for the significant reductions in rehospitalization rates.
As to attendance levels and rehospitalization rates for E : subjects who received 2 years of reaching-out services and 9 years of followup, and E 4 subjects who received 18 months of reaching-out services and 5 years of followup, we see in table 10 a clear relationship between attendance levels and rehospitalization rates.
Time in Community Before Rehospitalization
In study I, over a period of 9 years, all experimental subjects who returned to the hospital spent a longer time in the community before rehospitalization than did control subjects. Total experimental subjects E,, E 2 , and E 3 spent an average of 22.5 months in the community before being rehospitalized, compared to the community tenure of rehospitalized control subjects of 14.6 months (p <.O5).
Furthermore, as shown in table 11, rehospitalized Ej subjects spent nearly twice as long (28.5 months) in the community, before being hospitalized, as compared to 14.6 months for controls (p<.005). Similar findings occurred in study II (see table 12 ). At the end of 5 years of followup, E 4 subjects had spent 15.6 months in community before rehospitalization compared to 6.2 months for control subjects (p < .01).
When the above findings are compared to a similar 5-year period for study I subjects, it can be seen that both experimental and control-subjects in study II were rehospitalized much sooner than in study I, conducted 5 years earlier (table  13) .
In both studies the length of time spent in the community before rehospitalization was significantly increased for experimental subjects, from 11.9 to 22.5 months in study I, and from 6.2 to 15.6 months in study II. We have no certain explanation to offer for this pattern of earlier rehospitalization for study II subjects, other than the accelerating trend in the mid-1960s of discharging increasing numbers of hospitalized patients, many of whom were less able, perhaps, to achieve or maintain a community adjustment.
Time Spent Rehospitalized
By the end of 9 years, all rehospitalized control subjects in study I had a mean of 49.6 months in the hospital, or nearly half of the 9-year followup period. In contrast, rehospitalized study I experimental subjects spent a year less in the hospital (38.7 months), and this difference is significant (p < .05). The difference is even greater when the E, subgroup is compared to controls. As shown in table 14, rehospitalized E, subjects spent a year and a half less in the hospital than controls (31.2 months vs. 49.6 months). This difference is significant at the .01 level. Table 11 . Average months in community from intake to rehospitalization for study I subjects E1 and Ci at the end of 9 years 
78,463
months
Conversely, the total community tenure before and after rehospitalization for E, subjects was 76.9 months compared to 58.4 months for controls, again statistically significant.
In study II, however, the average time spent in the hospital over a 5-year period was substantially less for control subjects than in study I, especially at 5 years, when rehospitalized controls in study I spent an average of 31.2 months hospitalized, as compared to 18.8 months for controls in study II (see table 15 ).
For experimental subjects in both studies, E, and E 4 , who became rehospitalized, the marked reduction that occurred in study I at 5 years, 31.2 months for C, subjects compared to 19.9 months for E t subjects, did not occur at 5 years in study II, where average time rehospitalized for C 2 subjects was 18.1 months compared to 14.2 months for E 4 subjects.
Although rehabilitation services in study I appeared to reduce substantially the length of rehospitalizations, only modest reductions occurred in study II, even though substantial and almost identical reductions in rehospitalization rates were effected in both studies over the 5-year followup period. In our judgment, the substantially shorter time spent hospitalized for control subjects in study II, 18.1 months compared with 31.2 months for control subjects in study I, reflects primarily the national trend of decreasing the populations of State hospitals and shortening the length of hospitalizations.
The purpose of community-based rehabilitation facilities, therefore, is to reduce the incidence of rehospitalization, prolong the length of stay in community before such rehospitalizations, and increase the social and vocational adjustment of the disabled mental patient in the community. While the length of rehospitalizations may still be shortened, it is not expected that the reduction will be as substantial as it was 15 years ago.
Last is an analysis of rehospitalization data in terms of time spent in hospital, time spent before and after hospitalization, and also time spent in the community by subjects who were not rehospitalized. As shown in table 16, the 118 combined EjE 4 subjects had a total of 1,416 months available to them during the first year of followup, and it will be noted that 72 percent of these months were spent in the community by subjects who were not rehospitalized, compared to only 47.7 percent of the 1,284 months available to the 107 C,C 2 subjects. Only 10.7 percent of the months for E,E 4 subjects were spent hospitalized compared to 26.5 percent for control subjects. The greater time spent out of the hospital for control subjects, 25.8 percent who underwent rehospitalization during the first year, compared to the 17.3 percent for experimental subjects, reflects the fact that many more CjC 2 controls were rehospitalized during the first year, 51 percent compared to 29 percent for E,E 4 subjects.
At 2 years, some 30.1 percent of the 2,54m onths available to control subjects was spent in hospital, compared to 14.3 percent of the 2,832 months available to experimental subjects. Conversely, subjects not rehospitalized during the 2-year period accounted for 64.4 percent of the months available to experimental subjects, compared to 37.7 percent of the months available during the 2-year period for controls.
Even at 5 years (table 17) we find that of the 6,300 months available to control subjects, 31.5 percent were spent hospitalized, compared to 15.9 percent of the 6,960 months available to experimental subjects. As at 1 year and 2 years, 46.6 percent of the months available to the experimental population was accounted for by subjects not rehospitalized, compared to only 29.5 percent for controls.
At 9 years, the controls spent 32.7 percent of their 7,884 months hospitalized compared to 17.4 percent for experimentals. One should recall that by 9 years the rehospitalization rate for E, subjects approached that of the controls, but it is still important to note that over this 9-year period, experimental subjects who were not rehospitalized accounted for 39.8 percent of the 8,424 months available, compared to 28.8 percent for controls.
Relationship of Background Characteristics to Attendance and Rehospitalization
Additional analyses were carried out for each of the variables examined above to assess the contribution of background characteristics to our findings. A variety of statistical techniques were used to relate measures of attendance and reaching-out services to sex, age, race, education, clinical history, and some 15 additional factors. In none of the tests applied did significant relationships or even suggestive trends emerge. The lack of any such relationships runs counter to other research in the field, which shows associations between rehospitalization and such variables as number of hospitalizations (Arthur, Ellsworth, and Kroeker 1968), length of hospitalization (Arthur, Ellsworth, and Kroeker 1968; Cobb, 1967; Deane and Brooks 1967; Freeman and Simmons 1963) , and age at intake (Cobb 1967; Gumrukcu 1965; Loether et al. 1967) . Our inability to find comparable significant relationships may be due to small sample sizes or a lack of similarity between our research groups and those in other studies. For instance, we know that subjects in our research groups were both older and more chronic than those in the Loether et al. study at Portals. It is possible that similar differences were present between our study groups and those in other studies cited.
Summary
Two controlled studies at Fountain House examined the influence of psychiatric rehabilitation services on rehospitalization. Study I, initiated in 1959, followed 252 experimental and 81 control subjects for 9 years. Study II, initiated in 1964, followed 40 experimental and 34 control subjects for 5 years. Experimental subjects had Fountain House services available, while controls did not. Additionally, experimental subgroups received systematic reachingout services: home visits, telephone or letter contact.
Study II findings essentially replicated study I. Foliowup was 96-97 percent complete. Three quarters of controls were rehospitalized within 5 years. Experimental subjects receiving reaching-out services for 2 years had significantly lower rehospitalization rates for the first 5 years in study I and the first 2 years in study II. Rehospitalizations were delayed, not prevented. Study I experimentals receiving 2 years of reaching-out services spent twice as long in the community before rehospitalization and 40 percent fewer days in the hospital than controls. Study II experimental subjects were in the community almost three times longer than controls before rehospitalization.
Half of study I experimental subjects attended less than 10 times. Experimental subjects receiving reaching-out services attended twice as often as those not receiving reaching-out services. Low or nonattending experimentals had almost identical relapse rates (77 percent) as controls (74 percent), while, of experimentals having 100 or more visits, 37 percent were rehospitalized. 
